iodides, but it may fairly be assumed that the improvement has in the main been due to the drug. The dose given has been 40 gr. of potassium iodide three times daily. This has been well tolerated.
These two cases are interesting because they both showed a positive complement fixation to a streptothrix. Mr. Kellock used iodides in other forms of tuberculosis with benefit, and it would seem that in suitable cases-that is, where either the form or the type of bacillus is different from that ordinarily met with as shown by the biological reaction-prolonged treatment with iodides may be attended with a considerable degree of success.
DISCUSSION.
Dr. KNOWSLEY SIBLEY said he had treated many cases of lupus with iodide of potassium, but he did not give large doses; he gave it in the form known as nascent iodine. The patient took 20 gr. iodide of potassium dissolved in a tumblerful of water after breakfast, then successive drinks of 1 oz. of chlorine water in home-made lemonade, four, six, eight and sometimes ten hours afterwards. He (Dr. Sibley) did not believe in large doses of iodide of potassium; the more iodide of potassium that was given, the less was absorbed, and absorption was facilitated by giving small doses; 4-gr. doses he would regard as the maximum at one time. He had found this method excellent in the direct treatment of buccal mucous membranes, dusting diluted powdered iodide of potassium on to the ulcerated surface, then telling the patient to take some chlorine water into the mouth, and to hold it as long as possible, then to swallow it.
Dr. H. G. ADAMSON (President) said that iodine was a very old remedy for lupus vulgaris. It had been recommended by Liveing and, earlier, by the French physician, Lugol, after whom Lugol's solution was named. He (the President) had been giving Lugol's solution to lupus patients for several years past, and had given sometimes as much as 3 gr. of iodine three times daily. But in only a few cases had he seen any marked improvement, though in the " strumous " type of tuberculous skin affections and in tuberculous glands the improvement was often striking. In lupus vulgaris he had never seen any improvement so pronounced as in Dr. MacCormac's cases.
Case for Diagnosis.
By HENRY MACCORMAC, C.B.E., M.D.
PATIENT, a male, aged 40, gardener by occupation. His duties include the care of a pony, which, he states, suffers from some form of skin disease. The condition of which he complains began about fourteen months ago with a " scab " on the back in the region of the lumbar vertebrae. The lesion resisted all forms of treatment, and finally some form of operative procedure was carried out. In this region there is now a central crust covering a superficial ulcerated area about the size of a shilling, and surrounding it there is a scar some 3 in. in diameter. Beyond this again there is an area of pigmentation and telangiectasis. No X-rays have been used.
About one month after the appearance of the lesion on the back, the arms, head and legs were affected. On the arms and legs there are now well-marked areas, some small, some extensive, sharply circumscribed with some atrophy in the more extensive lesions. At the periphery vesicles can be detected. In addition, on the legs there are a number of superficial erosions or ulcers presenting the appearance seen in a coccal infection. The Wassermann reaction is negative, and no ringworm fungus has been detected.
A small portion from the edge of one of the lesions was removed for microscopical examination. The section showed collections of cells about the vessels of the corium and also well-marked superficial vesiculation.
Case of Recurring Erysipelas. By J. E. R. McDONAGH, F.R.C.S.
PATIENT bad a primary sore on skin of penis in 1915. Treatment with three injections of salvarsan and six of mercury was instituted before the symptoms of the generalization stage appeared. The treatment was not continued.
September 22, 1920: Patient appeared with a recurrent primary sore at the left peno-scrotal junction, and a generalized syphilitic eruption. The usual two years' treatment was prescribed and carried out.
October 10, 1920: Patient had a rigor and fever, and developed er3 sipelas of the peDis and scrotum.
The second attack was in June, 1922, the third in September, 1922, the fourth in December, 1922, and the fifth in 1923. The second and other attacks were not ushered in with fever. Each attack has left the penis and scrotum more elephantiasic than before. This is not a case of syphilitic lymphangitis with fibrosis, but a case of recurring erysipelas due to the streptococcus of Fehleissen. The point' of entrance of the streptococcus was on the site of the second sore. It can be recognized by a multiple vesicular lesion not unlike the commencing stage of herpes febrilis. The streptococcus has been found, and has recently been cultivated after considerable difficulty and a vaccine is now being prepared, as all other methods of treatment have proved unavailing.
DISCUSSION.
Dr. H. G. ADAMSON (President) thought that the condition called elephantiasis and leontiasis was generally of streptococcal origin, and due to repeated attacks of cellulitis (recurrent cellulitis), when it occurred in association with syphilis or with tubercle, and always when it occurred independently of these two diseases; but the theory that elephantiasis associated with a syphilitic lesion was invariably of streptococcal origin, was not in accord with the fact that in syphilitic cases the swelling sometimes subsided under antisyphilitic treatment.
Mr. McDoNAGH replied that he had brought the present case in order to show that many of the so-called cases of syphilitic lymphangitis were really of streptococcal origin. The differentiation was simple, because in streptococcal lymphangitis although the streptococcus gained entrance through a destructive syphilitic lesion, the patient had many attacks, and each attack might be ushered in by fever and by a rigor. In true syphilitic lymphangitis the patient might either have no cutaneous lesion or else one which caused no break in the surface of the skin. Syphilitic lymphangitis was a progressive condition, and one which readily responded to treatment. Streptococcal lymphangitis was not influenced by antisyphilitic treatment, and not infrequently injections of arsenobenzene precipitated an attack of erysipelas.
